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{S 000} Initial Comments {S 000}

This Statement of Deficiencies was generated as
a result of a State licensure resurvey conducted
in your facility on 2/18/10 and 2/19/10, in
accordance with Nevada Administrative Code,
Chapter 449, Hospitals. The resurvey was
conducted to ensure compliance with the findings
of the State licensure focus and complaint survey
conducted on 8/27/09.

The resurvey found that:

1. The plan of correction was not implemented for
Tag 318. (Denial of Rights form will be
consistently completed for all patients when on
suicide precautions or not able to wear their own
clothing or when mattress is placed on the floor of
the hall.)

2. The plan of correction was not implemented for
Tag 602. (Consistent documentation for all PRN
medications, documenting the reasons and
results for all one time medications.)

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

S 318 NAC 449.3626 Rights of Patient S 318
SS=F
A governing body shall develop and carry out
policies and procedures that protect and support
the rights of patients as set forth in NRS 449.700
to 449.730, inclusive.

This Regulation is not met as evidenced by:
Based on interview, record review and document
review, the facility failed to implement their plan

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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S 318 | Continued From page 1 S 318
for denial of rights for patients requiring suicide
precautions for all patients.
Severity: 2 Scope: 3
{S 602} NAC 449.394 Psychiatric Services {S 602}
SS=F

3. A hospital shall develop and carry out policies
and procedures for the provision of psychiatric
treatment and behavioral management services
that are consistent with NRS 449.765 to 449.786,
inclusive, to ensure that the treatment and
services are safely and appropriately used. The
hospital shall ensure that the policies and
procedures protect the safety and rights of the
patient.

This Regulation is not met as evidenced by:
Based on record review and interview, the facility
failed to provide consistent documentation for as
needed (PRN) medication for 8 of 8 patients
reviewed.

Severity: 2 Scope: 3

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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